MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC MEALTH AND uzur.\n:318
DO NOT WRITE AMENDED Registration District No.

- Primary Reglstratlon District No. 1003---.2:9:‘1".:’. Na. Q. 88_- -
ON THIS STUB =2 X AV ) Mbd i *2 r?

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived. If institution: Residence before
a. COUNTY a. STATE b. COUNTY admiaalon)

Missourdi St. T.ouwls

STATE FILE NUMBER

¥$ 300
Rev. 4/59

b. C(I)LY {If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits
OR

TOWN

St. Louis € davs TowWN  Jennings Yor B No O
c. FULL NAME OF (If NOT in hospital, give location) Insid® Limifs d. STREET (If cutside, give location) i

HOSPITAL OR ADDRESS Reside on Farm
INSTITUTION De Paul Hospital Yeﬂ Ne OJ 7227 Sa‘p‘phire (36) Yor 0 No &

3. NAME OF DECEASED First Middle Last 4. DATE Manth Day
{Type or print} R OF

Rose Hary May °fA™M December 27

5. SEX 4. COLOR OR RACE 7. Married [ Never Married [} [8. DATYE OF BIRTH 9. AGE [last birthday) } IF UNDER 1 YEAR IF UNDER 34 HR
Wid Di d Month D. Heur Min.

colorp i owedﬂ ivarced [ 11/1/90 73 onths Ay [ lovrs I i

a
10a. USUAL OCCUPATION Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

during mon worklnq li even if retired) R
Perryville,Mo, % UpSedAs
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME la. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER Iﬁ U.5. ARMED FORCES? 16. SOCIAL SECURIIs NQ. | 17. INFORMANT Héreu 3

{Yes, no, or unknown) | (If yes, give war or dates of service)
| Shirley Henderson 5536 Aprdcot

18. CAUSE OF DEATH (Enter only one cause per line faor (a), [b}), and (c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY:

; . ) ONSET AND DEATH
IMMEDIATE CAUSE [a} W F 4&#

Conditions, if any, DUE TC (b} MM

which gave rise to

asbove canne ({a),
stating 1he under- : Z E ! m
lying cause last. DUE TO (<}

PART 11. QTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal PART I1l. If deceassd wos  fomale  was

disease condition given in PART | {a) there a gregnancy in last 90 days.
Hﬁ-‘,/) IL__] Yes | n’No I O Unknown

19. WAS AUTOPSY | 20e. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 1B.)
PERFORMED? ] ] O
YEs @ NOMT

Z0c. TIME OF  Heul  Manth, Day, Year |
INJURY ey
pm.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [] farm, factory, street, office bidg., etc))
NOT WHILE AT WORK (OJ

21, | atiended the deceassd ﬁomMﬂ M477gu1 Iﬂw_h.m_ﬂilvﬂ a& 'M /9‘3

Death occurred . - m on the date stated abovc and to the best of my knnwladge, from the causas stated.

DATE AMENDED

Year

-
=z
w
2
]
]
Q
!

AMENDMENTS ON THIS RECORD ARE AS FOLI.OWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

224. SIGNATURE (Degree title} 22b. ADDRESS [ 22c. DATE SIGNED

T Lt A 634 M sand fFeA, A 2/963

23a@RI£L, CREMATION, | 296, DATE 23¢. NAME OF CEMETERT OR CREMATORY 23d. LOCATION {City, town, or county] (State)

TYPEWRITER RIBBON
SHOULD READ

VAL (Specify)

is Mo,
24. FUN{REA?IDOI.IYE%T];JR 12/30/63ADDRE55 anﬁ 2] I:SeI;IKTE RECD. BY LOCAL REG. ok, GTIS?.IL.RLSSS (‘%t; . e
Buchholz Mortuary, 5967 W.Florissant Aveq DEC 27 1963 ,E a,.-; wive . 7 D

[Licensed Embalmer’s Statement on Reverse Side) !

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose "name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No. .

working under my persanal supervision.

Sfydent

, Signsture of Student Embalmer

,f ' ‘ e 7 Licensed Embalmer No.
" P. O. Addresdm

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to comply
with the above constitutes grounds for revocation of license). ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




